Abstracts 12 y.o.), 55.4% were women. The average cost person/year was euro 3502.87; 73.9% attributable to hospitalisations, 17.5% to drugs, 8,6% to other medical costs. The 32.8% patients died during the follow up period, with a mean age of 84 ± 9 statistically different (p < 0.0001) from survivors (mean age 74 ± 11 y.o.). CONCLUSIONS: Stroke imposes a large social and economic burden on NHS and society because of the large number of hospitalisation and the high rate of mortality. Future investigations will be conduct to asses the relationships between comorbidity, costs, drug therapy and survival.
Chang Gung Memorial Hospital, Kaohsiung County, Taiwan OBJECTIVES: To assess factors influencing acute hospitalization for patients with first-ever ischemic stroke in Taiwan. METHODS: Data were prospectively collected from 360 firstever ischemic stroke patients consecutively admitted to a medical center within 48 hours after symptom onset. Longer stay was defined as length of stay (LOS) >7 days after admission in department of neurology for acute care. The association between demographic characteristics or clinical variables and LOS was examined using multivariate logistic regression analysis. Discrimination of the model was assessed by the area under the receiver operating characteristic curve, and calibration was assessed using goodness of fit test. RESULTS: Patients (58% male) had mean age 64.9 ± 12.7 (range, 18 to 93) years. Median National Institutes of Health Stroke Scale (NIHSS) score at admission was 6 (25th to 75th percentile, 3 to 12), median modified Barthel Index (MBI; on a scale of 0 to 20) at admission was 12 (25th to 75th percentile, 5 to 16). The LOS was >7 days in 169 (47%) patients. Male sex (odds ratio [OR], 1.7; 95% CI, 1.0 to 2.8), baseline NIHSS score 7-15 (versus 0-6) (OR, 2.9; 95% CI, 1.5 to 5.7), baseline NIHSS score ≥16 (versus 0-6) (OR, 3.1; 95% CI, 1.3 to 7.4), baseline MBI ≥12 (OR, 0.5; 95% CI, 0.3 to 1.0), and small vessel occlusive subtype (OR, 0.35; 95% CI, 0.2 to 0.6) were independent predictors of longer stay. Goodness-of-fit test (Hosmer-Lemeshow test) was not significant (P = 0.49), indicating adequate fitness. The model's discrimination was adequate with an under the curve area (receiver operating characteristic curve) of 0.776. CONCLUSIONS: The impact of stroke severity need to be understood to manager LOS. Early supported discharge planning would probably reduce the LOS in acute hospitalization of this group of first-ever ischemic stroke patients. using the MeSH terms anticoagulants, AF, warfarin and cerebrovascular disorder (prevention and control). Practicebased studies reporting the proportion of patients eligible to receive warfarin (i.e., no contraindications to thromboprophylaxis and at moderate or high risk of stroke) who actually received warfarin for stroke prevention in AF were retrieved. RESULTS: Twenty-one practice-based studies were found, of which 3 were excluded because the patient population or centre/setting significantly varied from the other identified studies. Approximately 47-89% of patients enrolled in the remaining 18 studies were eligible for stroke prevention. Only 15-64% of eligible patients received warfarin and 15-56% did not receive any form of stroke prevention therapy at all (i.e., no warfarin or antiplatelet agent). CONCLUSIONS: Despite the publication of multiple clinical trials and practice guidelines supporting the use of warfarin for stroke prevention in AF, many eligible patients do not receive appropriate preventive therapy, and therefore remain at increased risk of stroke. Reasons for the sub-optimal use of warfarin for stroke prevention in AF require further research.
PST7 DO PATIENTS WITH ATRIAL FIBRILLATION RECEIVE

PST8 WARFARIN PATIENT SEGMENTS: GENERAL PRACTITIONERS VERSUS SPECIALISTS
Liovas AM AstraZeneca, Mississauga, ON, Canada OBJECTIVES: There is a documented lack of treatment and undertreatment with warfarin in AF patients. GPs and Specialists (SPs) may take different approaches to anticoagulation for their AF patients. The objective is to identify, compare and quantify warfarin patient segments for both SPs and GPs. METHODS: Physicians from Toronto, Montreal and Vancouver, randomly recruited from lists of high warfarin prescribers, participated in 60 minute qualitative interviews. Thirty-Six physicians were interviewed (14 GPs, 8 Cardiologists, 6 Internists and 3 Haematologists). RESULTS: SPs placed patients in 3 major segments: untreated (5% of their patients), treated (90-95%) and undertreated (5%). GPs had only 2 segments: untreated (10-25%) and treated (75-90%). Both physician groups identified untreated patients as those at risk of falling, demented, prone to bleed, immobile or refusing treatment. SPs referred to undertreated patients as those using ASA. GPs saw ASA users as part of their treated group. The other segment within the GP treated group was warfarin users. SPs divided their treated segment into well-controlled and not well-controlled. CONCLUSION: SPs and GPs use similar criteria in determining which patients do not receive warfarin. However, views on the value of ASA seem different. Further, GPs in this study did not distinguish between well and not-well controlled warfarin, but rather indicated ASA vs. warfarin users are both considered treated. Further research is required to further investigate the differences in opinion, lack of treatment and to quantify each segment. The SIS, a stroke-specific outcome measure, assesses 8 domains: strength (4 items), memory (7 items), emotion (9 items), communication (7 items), activities of daily living/instrumental activities of daily living (ADL/IADL) (10 items), mobility (9 items), hand function (5 items), and participation (8 items). SIS was translated and back-translated
